
COMMONWEALTH OF KENTUCKY 

BEFORE THE PUBLIC SERVICE COMMISSION 

In the Matter of: 

OWEN ELECTRIC COOPERATIVE, INC. 1 
1 
) 
) CASE NO. 96-372 

ALLEGED VIOLATION OF COMMISSION 1 
REGULATIONS 807 KAR 5006 AND 807 KAR 5041 ) 

O R D E R  

Owen Electric Cooperative, Inc. ("Owen Electric"), a Kentucky corporation which 

engages in the distribution of electricity to the public for compensation for lights, heat, 

power, and other uses, and which was formed under KRS 279.01 0 to 279.220, is a utility 

subject to Commission jurisdiction. KRS 278.01 0; KRS 279.21 0. 

KRS 278.280(2) directs the Commission to prescribe rules and regulations for the 

performance of services by utilities. Pursuant to this statutory directive, the Commission 

promulgated 807 KAR 5041 , Section 3, which requires electric utilities to maintain their 

plant and facilities in accordance with the standards of the National Electrical Safety Code 

(1990 Edition) (IINESCI'). The Commission has also promulgated 807 KAR 5006, Section 

24, which requires each utility to adopt and execute a safety program. Owen Electric has 

executed such a safety program, and has adopted the "Safety Manual for an Electric Utility" 

as produced by the American Public Power Association as its safety manual. 

Commission Staff has submitted to the Commission a Utility Accident Investigation 

Report dated April 26, 1996, appended hereto, which alleges: 



1. On March 25, 1996, Argust Nelson Popham, a Service Technician for Owen 

Electric, was injured while attempting to repair a 7,200 Volt overhead hot line jumper. Mr. 

Popham was not wearing rubber gloves at the time of the accident. The injuries incurred 

by Mr. Popham were burns to both hands. 

2. At the time of the incident, Mr. Popham was an employee of Owen Electric 

acting within the scope of his employment. 

3. Mr. Popham's failure to wear his rubber gloves while working on the line 

jumper represents a probable violation by Owen Electric of NESC, Section 42, 

Subparagraph 420H., Tools and Protective Equipment, which requires employees to use 

the personal protective equipment, the protective devices, and the special tools provided 

for their work. 

Furthermore, Owen Electric's Safety Manual, Section 6, paragraph 602, Flexible 

Protective Equipment, states that: 

a) Employees shall not touch or work on any exposed 
energized lines or apparatus except when wearing protective 
equipment approved for the voltage to be contacted. 

b) When work is to be done on or near energized lines, all 
energized and grounded conductors or guy wires within reach 
of any part of the body while working shall be covered with 
rubber protective equipment, except that part of the conductor 
on which the employee is to work. 

f) Protective equipment shall be put on before entering the 
working area within which energized line or apparatus may be 
reached and shall not be removed until the employee is 
completely out of reach of this area. 

Paragraph 604, Use and Care of Rubber Gloves, states that: 

c) Rubber gloves are recommended to be worn while 
working on any pole or other structure on which energized lines 
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or equipment are located, on which lines and equipment that 
could be energized are located, or that are located close to 
energized lines or equipment where an employee could make 
contact. The rubber gloves should be put on before the 
employee ascends a pole or structure or raises an aerial 
device off the ground or device's cradle. Furthermore, 
employees should not remove the gloves until they have 
descended the pole or structure or returned the aerial device 
to the ground or cradle. As a minimum requirement, gloves 
should be put on before the employee comes within falling or 
reaching distance (in any event not less than 5 feet) of 
unprotected energized circuits or apparatus or those which 
may become energized, and they shall not be removed until 
the employee is entirely out of falling or reaching distance of 
such circuits or apparatus. 

d) 
conditions: 

[Rlubber gloves shall be worn during the following 

1 ) Working on or within falling or reaching distance 
of conductors, electrical equipment, or metal surface 
(crossarms, crossarm braces, or transformer cases), which are 
not effectively grounded and which may be or may become 
energized. 

12) Pulling in wires or handling other conducting 
materials near circuits, apparatus, or equipment that is or may 
become energized. 

Thus, Mr. Popham's failure to wear his rubber gloves while working on the line 

jumper is a violation of Owen Electric's safety manual, which in turn represents a failure in 

Owen Electric's safety program. 

Based on its review of the Utility Accident Investigation Report, and being otherwise 

sufficiently advised, the Commission finds that prima facie evidence exists that as a result 

of Mr. Popham's failure to wear his protective rubber gloves, Owen Electric is in probable 

violation of 807 KAR 5:006, Section 24, and 807 KAR 5:041 , Section 3. 

The Commission, on its own motion, HEREBY ORDERS that: 
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1 
1. Owen Electric shall submit to the Commission, within 20 days of the date of 

this Order, a written response to the allegations contained in the Utility Accident 

Investigation Report and this Order. 

2. Owen Electric shall appear before the Commission on October 1 , 1996, at 

1O:OO a.m., Eastern Daylight Time, in Hearing Room 1 of the Commission's offices at 730 

Schenkel Lane, Frankfort, Kentucky, for the purpose of presenting evidence concerning the 

alleged violations of 807 KAR 5006, Section 24, and 807 KAR 5041 , Section 3, and of 

showing cause why it should not be subject to the penalties prescribed in KRS 278.990(1) 

for its alleged failure to comply with Commission regulations. 

3. The Utility Accident Investigation Report of April 26, 1996, a copy of which 

is appended hereto, is hereby made a part of the record of this proceeding. 

4. Any motion requesting an informal conference with Commission Staff to 

consider any matter which would aid in the handling or disposition of this proceeding shall 

be filed with the Commission no later than 20 days from the date of this Order. 

Done at Frankfort, Kentucky, this 13th day of August, 1996. 

P U B L I C SERVICE COMM I SS ION 

ATTEST: 

A Executive Director 
Commissioner 



APPENDIX A 

AN APPENDIX TO AN ORDER OF THE KENTUCKY PUBLIC SERVICE 
COMMISSION IN CASE NO. 96-372 DATED AUGUST 1 3 ,  1 9 9 6  



April 26, 1996 Page 1 

Argust Nelson Popham Fatal: 

UTILITY ACCIDENT 
INVESTIGATION REPORT 

No Age: 56 

I 

Utility: 

Reported By: 

Dates & Times 

Accident 
0 ccurred : 

Utility 
Notified : 

PSC Notified: 

Investigated: 

Written 
Report Rcvd: 

Location of 
Accident: 

Description of 
Accident: 

Victims: 

Name: 

Addr./Empl.: 

Ini uries: 

Witnesses : 

Sources of 
Information: 

Probable Violations: 

Owen Electric Cooperative 

Danny Stockdale - Owen Electric Cooperative 

03/25/96 - Approximately 2:45 pm 

03/25/96 - Approximately 2:45 pm 

03/25/96 - 3:03 pm 

03/26/96 

0 3 12619 6 

1304 Stephenson Mill Road, Boone County, Walton, Kentucky 

Argust Nelson Popham, a Service Technician for Owen Electric Cooperative, was 
injured while attempting to repair a 7,200 Volt overhead hot line jumper. Mr. 
Popham was not wearing his rubber gloves at the time of the incident. 

Bums to both hands. 

Name 

None 

Danny Stockdale 

Bill Smith 

John W. Land 

Ad dress/Employment 

AddressIEmployment 

5 10 South Main Street, Owen, KY/Owen 
Electric Cooperative 

5 10 South Main Street, Owen, KY/Owen 
Electric Cooperative 

PSC Engineering Staffon site 
investigation 

1990 NESC, Rule 420 H 



Line Clearances At 
Point of Accident: Measured 

15' - 6" 

Primary 
Neutral to 
Ground 
Elevation: 

Primary 
Phase to 
Ground 
Elevation: 

Primary 
Neutral to 
Ground 
Elevation: 

Primary 
Phase to 
Ground 
Elevation: 

Primary 
Neutral to 
Ground 1990, Table 232-1 N I A  

3 1' - 10" 

Elevation (F): 

Primary 
Phase to 
Ground 

leasuremen t: 

Approximate Temp.: 

Measurements Made 
By: 

Investigated By: 

28' - 1" 

03/26/96 

35" 

Danny Stockdale and Bill Smith, Owen Electric Cooperative and John W. Land, 
PSC Engineexing Staff 

m. Land 

33' - 10" 

29' - 8" 

34' - 0" 

30' - 0" 

Elevation: 

late of I 

Minimum 
Allowed by 

NESC 

18' - 6" 

15' - 6" 

18' - 6" 

15' - 6" 

18' - 6" 

Applicable NESC 
Edition' 

1990, Table 232-1 

1990, Table 232-1 

1990, Table 232- 1 

1990, Table 232-1 

1990, Table 232- 1 

Volt. 

7200 V 

N I A  

7200 V 

NIA 

7200 V 

Page 2 

Constr 
Date 

Approx 
1950 
Pole 
Date 

1 1  

I '  

' I  

I I  

1 Current edition adopted by the Commission. If clearances are not in compliance with the current edition, then the edition in effect 
when the facilities were last constructed or modiiied would apply. 

Accident Investigation Report 
Owen Electric Cmperative 
Mr. Argust Nelson Popham 



Attachments: 

A. PSC Accident Report Form 
B. Owen Electric Cooperative's Accident Investigation 
C. Photographs 

I 

I 

Accident Investigation Report 
Owen E l d c  Cooperative 
h4r. Argust Nelson Popham 

I 



Attachment A 

PSC Accident Report Form 

Accident Investigation Report 
Owen Electric Cooperatjvc 
Mr. Arm Nelson Popham 



P. s.  c .  
A C C I D ~ T  AND TROUBLE REPORT FOBn 

COMPANY &w-wLl 

h l  
PERSON REPORTING I rJCIDEKT: NAHE: ' ( I 3 & y z / ? y 7 ~  

TITLE: Y 

TROUBLE DESCRIPTIOH: f i /  4- 

TIHE OF OCcvRBwC&: d/k 
TIME OF RESUMPTION OF N O W  SERVICE:d/k 

NUMBER OF CUSTOMERS AFFECTED: d/h 
* 

/ 

SIGNED' 



I 

Attachment B 

Owen Electric Cooperative's Accident Investigation 

Accident Investigation Report 
OwcnElu.%icCoopdve . 
h4r. Argust Nelson Popham 



Mr. John Land 
Public Service 

- 
510 South Main Street P.O. Box 400 Owenton, Kentucky 40359-1261 jO2/484-3471 

April 4, 1996 

Commi s s i on 
730 Schenkel Lane 
Frankfort, KY 40601 

Dear Mr. Land: 

Enclosed you will find our final accident investigation report for 
the March 25, 1996 accident involving Mr. Nelson Popham. I have 
also included a copy of the photos I took the day of the accident, 
as well as, the information you requested on our last system 
inspection. It appears that the line was, constructed in 1950. 

We have confirmed our investigation and have discovered some 
additional information which helps clarify what happened. I have 
included a copy of the service order Mr. Popham was working just 
prior to the accident. 

Mr. Popham went to 1304 Stephenson Mill Road to remove the meter 
from an account that had been disconnected since August, 1994. 
When attempting to disconnect the transformer, he discovered a 
primary line jumper had fallen out of the hot line clamp. He 
radioed the dispatcher to check if she had received any outage 
calls and notified her of his plan to repair the jumper. Mr. 
Popham proceeded to climb the transformer pole and disconnect the 
transformer jumper. He recalls having one hand on the transformer, 
the location of other hand is unknown, and seeing a flash. The 
next thing he remembers is being upside down on the pole. 

The day after your investigation, we retrieved the wedge clamp 
which supported the service wire and found it had several marks 
indicating contact with the loose jumper. It appears that the 
flash Mr. Popham saw was the jumper arcing on the wedge clamp, 
thereby energizing the service wire. Mr. Popham's other hand was 
in contact with either the service wire or some equpment attached 
to the service wire, thereby causing current to flow between his 
hands. The fact that the service wire was a better path to ground 
than his body is the only reason his injuries were not more severe. 

The proper use of the personal protective equipment provided would 
have prevented the accident from happening and the fact that this 
equipment was not used is a direct violation of OEC's safety rules 
as well as a violation of the NESC. 

Sewing Boone Campbell Carroll Gallatin Grant Kenton Owen Pendleton Scott 



Mr. John Land, PSC 
Page 2 
April 4 ,  1996 

I 

In accordance with our union contract with the IBEW, a safety 
committee will meet to review the accident and impose any 
disciplinary action deemed necessary. 

If you have need any additional information , feel free to contact 
me anytime. 

Yours truly, 

OWEN ELECTRIC COOPERATIVE 

DS : trb 

Enclosures 

Danny dtockdale 
VP Construction and Maintenance 

I 



ACCIDENT INVESTIGATION P O R n  

Report prepared 3/26/96 
DATE *- 3/25/96 (Date of Accident) COMPLETED' BY Bill Smith 

Time of Accident: 2:45 PM::-fApproximate) 

NAME OF INJURED Argust Nelson Popham S. S. f 403-56-3395 

TITLE S ervic eman DATE OF BIRTH 2-1-40 

MALE X FEMALE 

YEARS OF EXPERIENCE AT PRESENT JOB 

DATE OF ACCIDENT 3/25/96 TIME OF ACCIDENT-2:45 PM 

NATURE OF INJURY Electrical contact burns - botli hands 

WAS FIRST AID GIVEN? X Y E S  NO 

WAS A DOCTOR SEEN? X . Y E S  NO 

DOCTOR'S NAME 

WITNESSES: (Addresses & phone  numbers) none 

St. Luke West Hospital Emergency Room, 7380 Turfway Rd, Florence 
Transferred to University of Cincinnati Hospital, .:Goodman?.Ave. , Cincinnati, OH 

NATURE OF ACCIDENT Employee was working on pole (diagram attached) 

Employee experienced electrical contact - saw a flash, does not remember how accident 
occurred - Further information will be available as employee improves? % will' inquire 
as soon as employee is able to discuss situation. 

(Upon observation by investigating staff, an energized jumper wire.was hanging down because 
The jumDer wire was da6Pling near the pole where e loose from t he h o t a n e  ClamD: 

the accident occurred. (See diagram) - This may or may not have been a factor.) 





. . . .  ..... .. .. ...... . . . . . .  . .  . .  --_. 
. . . .  
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ACCIDENT I N V E S T I G A T I O N  P O W  

Report prepared 3 / 2 6 / 9 6  I 

DATE 3/25/96 (Date of Accident) COMPLETED BY Bill Smith 

LOCATION/ADDRESS 

Time of Accident: 2 : 4 5  PMT7fApirbximate) 

NAME Of INJURED Argust Nelson Popham S - S - f 403-56-3395, 

1304 Stephenson Mill Rd.,  Walton, KY 

T I T L E  Serviceman ... . .  DATE OF BIRTR 2-1-40 

MALE X FEMALE - .  . .  

YEARS OF EXPERIENCE A T  PRESENT J O B  18 years . .  

DATE OF ACCIDENT 3 /25 /96  . '{TIME' OF ACCIDENT.'!.2:45 .: . . . . . .  . .  . .  I 

- . .  NATURE OF INJURY Electrical contact bums - both.hands - . . . . . .  

. . .  ... . . . .  . . .  . .  . .  . . . .  ...... ,. - i.i i -'- . . .  . . . . . . . . . . .  . . . . .  . .  --. - . . :: ir, ., : . ~  ,. ,.. :; f 3 ' ;c:-:, :, :*:; :. ., . '..:" . . .  ' 0 ' .  . .  . .  

. . . . .  . .  . . .  ? . _ l  . . . .  . _  . . i _...... . . . . .  . . . .  . .  . .  I ., .:_.... : .  . _ . .  ..___......_.... . . .  . .  . . . . . . . .  . .  . . :- i:.. ".-..: - . :, ._. _. t . 1.. 
_ . C  . . _ _ _  . .  . .  . .  

. . . . . .  
. .  

. . . .  

. .  . SEE ATTACKEb LETTER.OF EXPLANATION 

.... . .  . .  : : : .  . . : .  ;. . - .._ . . . . . . . .  > 

. . . . . . . . .  . .  . _  , . .  - .  . - .  
. . . .  .~ . . .  . . . . . . . . . . . .  . . . . .  

. .  

X Y E S  I .  . NO WAS FIRST A I D  G I V E N ?  
. .  

WAS A DOCTOR SEEN? . x .'YES 
. . . . . . . . .  -. . .-.-___.._. :.. ......... Cr. .  . - . . .  ., 

NO 
. ._.. 

DOCTOR'S NAME 

WITNESSES: (Addresses & phone numbers) none 

St. Luke West Hospital Emergency Room, 7380 Turfway Rd, Florenck 
Transferred to University of Cincinnati H o s p i t ~ ~ ~ . : ~ o ~ n ~ ~ ~ e . ,  Cincinnati, OH 

NATURE OF ACCIDENT Employee was working on pole (diagram attached) 

I 
Employee experienced electrical contact - saw a flash, does not remember how accident 
occurred - Further information will be available as employee improves? % will inquire 
as soon as employee is able to discuss situation. 

(Upon observation by investigating staff, an energized jumper wire.was hanging down because 
~r h a n c o m g e  from the hot b e  clam:. The jymver wire was danplinp near the pole where 
the accident occurred. (See diagram) - This may or mav no+ h=IlrD baa c -  . 

-~ 



0 W E N  ELECTRIC COOPIJRA'TIVE: 
_ . ^  .. . - 

l -  

N SERVICE ROUTING Construction Engineering Drafting LOC F i b  
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E3lPLO I'EK'S FIRST REPORT OF INJURY 
ymrtment  of Lahor, \\ 'orhen's Compensation Board 

Frankfort, Kentucky 40601 

h'liS 342.9%~ authorizes ; .k for employer's rciu..ll or will!ul ncg1e.t t o  

submit this r c w  within onc week ol knowled:e o! injury. To comply 

with this regulation. ea& quation must tx a n s w e r 4  legibly, accurately, 
and completely. Improperly prepared reports may be rdused and re- 
turned. Pleast u x  typewiter. o r  print. I f  a question "does nor apply" 
to your case, mark DNA. 

IRC'.' YYL:) 

See instructions on back of page. 

...... ................ 8.=: ~ a k . . . ~  .......  ema ale 9. 
.. tCbsroPC) 

THE ACCIDENT OR EXPOSURE TO OCCUPATIONhL DISEASE 

per day; S .................... + d 
I 

........................................................ .................................................................. 
Name and a d d m  of physician . . . / .A&l'~l?!?.~ 
If hospitalized, name and a d d m  of hospital 

..... .... ... ...... 
..... 

............................... ....................................... ......... 

* r  

..... .... 

1: 8.8. 
\ 1: 1.-.3..!..:..7..! :: 

(&KC of Report) (Prccamd by) 



t4NCE CONPANY ..................... '. ................................................................................. 

. . . . . . .  
(Chack&d 

-I_-... ............. ............. .................... ; ! I .  OccdPation !job title) .................................... 11. Department L+?/k.KT%I,,. 
................ .......... 

14. No. of days worked per w e e i  ....................... 
.............................................................................................................. : 

Marital S m u t  
- 

13. Xo. of hours worked per day ................. ...................; per wek: ...............y .@ ........... - .- I 
15. \'\-ages: S ...... ' ....:..I... ........ per hour; or t ............................ per day; or S per week. 16. I f  paid on other than a time ........................ 

basis, such as pi-* work or co 

1:. I f  board, lodging, or other advantages were furnished in addition to wap.  state estimated weekly value: F .... ...................per week. 
THE ACCIDEhT OR EX - 

18. Place of accident or expcnu 

20.' What was the employee do 

......... ...,............... ................................................................................. 
v b i  led or cwtributcd u, the I c d d e n l  ux e m l a L C  abrr 

. .  

23. Name the object or substance w 

21. Date of injur:. or occupational 

.............. y.t.3 ........................... 
27 .  \\Jas cinployee unalilc to uork becase of the injun or disease on ariy dny after t!le day o 

- -. . 
. .... . ~ x r  week. 

yo . :,-: 5 2 .  Did crnpk~!.cc* die:' \'c's. .____ _ _  
(':he:k One! / " 

. .  
- 

.L;. I f  yes. xiue'dsie of dmth. .  and nrtnlc n~:d address I I ~  nc:l!~.+t rsiarive. ---.---.-'.--. . .  . . . . . . . . . . .  . .  

. . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
. . . . . . . . .  .... - -  ..- . - .. 

. . . . . . . . .  . .  .. <, > \-. Yamr :tiid :&irc.s': oi ph;~ici;tn ./i!<,-..X.:; :. . t 
55. I!  I ~ ~ p i : : i l i ~ . c d ,  r . : ~ ~ i ~ c  A I I ~  :tddrcss ol hosni:al.. 

,.;-i ',, , ,_  _ ,  ;-b,,,: .-,, i .,- . , j?, ;:t : - .  , L  

. . . . .  - . . .  . .  .>,:)&.k!-fi. 
. . . . . .  G2(,.U!lZt 

t r r r : u r 4  Iryj 
..s-- 9 -  7 7  

1 l i : t t+ c< Ht.:~t;i? 

..,,I, t< : . . th54-1  I + , , . , . . :  1 : ' * . ' 



1 

OF INJURY 

.--- --_ 

..Injured 
',,Persod . .  

Cause 
of 
Injury 

1:. \\lien t l i t i  ~ $ 1 : :  :.l;cn:a:: 1'irst L:?O\V of iin.isry ...................................................................................... .................................. 
i 1). s all $2 li L: :i:zam ...... ,~.~.L.~~~..,...~.~,~.... ...... i . i<~<+.fi. CGLCL.- .............. 

I I .  N : ~ c .  of Injuicd ............................. 

i2. :\Jdress: KO. a ) d  3. .J.~...f%d.~~..fX.... 
13. Check ( 

I f .  Age 2.7 ..... Did YOU h a w  on fi le cmploynt~it  

. .  
- .- -.-______ 

-_I_--- 

( F i r s t  Kame) 

) Married ..< Single ...... , Widowec ...... , Widower ....... Divorced ....... ; hfalc ...... 

16. (a) Occupation when injured ..d,.-~f&.f??.<~'. ...... 1 ....................... (b) Was this his c r  hcr regular occupation ...v.<.$... 
(lf  noi SMC in what dcpanment or bra ch of work regularly ?mmploycd) ......._....-......_.........._._........-................-............-.... IPI 

17. (a) How lorg employed by you ..... I../.. i..... (b) Piece or time wvorker ...................... :. (c)  W a g e s l p h o u r  S.... ?..?A.... 
18. (a) KO. hours work& per  day ........................................ (bl Wages per day s. ............................. 

(c) No. days worked per week ........................................... .jo 
(e) If board, icdghg. fuel or othc; advantages were fumishcd in addition to wages, g k e  

(d) Average ticekly earnings S... ....... ...........-.................. 

........................................ or monLLI ..-..- .._ ............................ . .......................................................................................................... 
CJ 

19. Machine. tool or thing cacsing i n j u v  ..................... !!?. ................................ 20. Kind of power, (hand, foot, clcctrical, 
steam, e k . )  .................-................................. 21. Part of machine on which accident occurred ....._......_......................-.._.... 

22- (a? Was,safety appliance o r  regulation provided .............. ...................-..... (b) was i t  in use at t im 
13. Was accident caused byinjured*s failure to use or observe safety appliance or r cgu la f i~n .  .......... 

. .  .. ,. 

. . . .  ... . .  . .  

C' 
inymcd ......,?. k+ ...e.& .......... ___... 

....... .............................. .................................. ....... ...- 
............ ....-................................ ..............-.*.......................:............-.................................................................................................... 

3. Names and addresses  of ximesses  .......................................................................................... 

of injury (describe i d l y  cxdct location of &mputeiions or f r r?ciures ,  r i o t  or Icft) ............................... 
.......... c--LcA-dc, ....................................................................................................................................... ............................. 

.. .........................................................................................................-..................................-.............................................................. --- .- 

27. Prnbahlc l e l l gh  O f  disahili ly .................................. :. ZK. l i d s  injuicd rcttxncd 10 uo;'k ...... &:(.i ..... I. ................... 
1: so. dil1e :rid !;ou: .......... __.. .............................................................................. ....... 

..................... 

I 

_ .  . 



...... --..... _L.. 

{ W Y E R ' S  FIRST. REPORT OF INJURY with this mylation.  cach question must IX aniwcreri 1e;ii)ly. ;rrcur;clti.. > .  

partment of Labor, Workmen's Compensation Board and complctely. Impr6perly prcparrd rcpons ins:: bc =,,d r,.. 
Frankfort, Kentucky 40601 turned. I'lmse ure tywwrirer, or print. If 3 quczrion "drcs not 3,,ply*. 

to your case. mark DNA. Sre inslrucrions o n  back of pace. 

N A M E  OF LVORKdEN'S COMPENSATION INSURANCE COhlI'ANY .................................................... . ~~ ~ __-___- ---.-- ----. - _- I Polk?. h'umbrr 
EhiPLOYER 

.......... .................................................................... .... ...:&L.T---?CX- 
I 

.... ...... Mail a d b  ....... .-k'hone:..6??: .:'&ddd?/.. 

Saturn or husin ess... 6.LZ.c: ._._.: 

~ a e  ..... /?.&.LLs~ ..........: ...... 

?.&1.2.K7& ............................................... : ............................................................... :... .............. 
-_ . .  ' (Manufacturing &a~. rcIalling men.. clotbe& vucting for hire. clc.) 

............... 5 .  , k i a l  security 
INJURED EMPLOYEE 

5kStN (Middk Name) (Lnut Name) 

H 04 add&. . .J/ .... ~ & h 6 . ~  34 .,. .......... ,h/,.p.&. 2.4?/d ...................... 1. .......... ... 
(No. and Srmt) (City or Tuwn) 

J . .... ...... ............... ....................... ........................... Age... .... 3.3 .... 8. Sex: Male 4 Female 9. Marital status: .Mamcd Sin le 
(Check One) (Ch& h y  ....... 

/ 1 . Oqupation (job t i e )  .......... /!s.&.eMkl 
. Number monthe employd.by you ................. z s .  
. No. of bours worked per day ... ....._....... 6 .......... :...; per werk 

.............................................. 1 1.. Department ........ &%57-~C.%C 
.................................... ., ............. : ........................... ... .............. : ............................ 

$. 0.- 14. No. of days worked pu week 5 
- 

............... ........ ..... .................. 
. wages: $z .... ?% ......... per hour; or S ......-.......... i..: ...... per day; 2r S ........................... per week. . 16. I f  paid or1 other than a time 

basis, such as piece work or.commisyion, enter actual average weekly earnings during last ........................... weeks: S.. .............. per weel;. 

........................ . if board. lodgiig, or other advantages were furnished ill addition to wages. state  estimated weekly value: E week. 

.-. TRE ACCIDEhT OR EXPOSURE TO OCCWATiOh'hL DISEASE . 
e .  

.... . lw' d accideit or ~ ~ u ~ . ~ ~ . ~ ~ . ~ ~ ~ . ~ ~ . - ~ ~ ~ ~ ~ . . . ~ ~ . ~ ~ ~ i ~ , . ~ ~ . ~ ~  i...&.!?!?.%...&* 19. Was i t  on emplwei 's  y k ?  

1. H w  did the accident ochrr? . ............._.... . .  /- . . . .  .... ... .... ...... 

. - CNumbcrandSutet) . (CityarToum) . (Cwnty) 
~ .- e -  

. .  
1. D%at u&:the  employ^ do& when injuredl _.___.. L ........... s.Efli&d ........... ,&lE&l.K~.k ..... Z.1 ...fi..l -3 . ........__........... :..: ........ 
:. ' _  ' 

(&.rpc&k. If he y51 uang t o d r  or ppulpmznt or h a n d h  m a t e d  =me them md 
. . . .  . .  - .  . . . . .  ., . . ~. ........ _._.__.. ........... ̂ __._. ........_.. ..... ...........-.........-A .......................................................... -.. ....................................................................................... 

. . . . . . .  * .: td vh;rt he w doing with -3 . .  . . . . . .  . .  i .  

........._....__......................... ......................... ..........._...........____.__..........................._................. ^ ...--...-..._._..... ........... ......_ .............................. 

. . .  - (Derribeh-ts fell what h 
.. . . .  . . .  . .  . _  _ .  _._...._.._ ........ ....._ ..................... ^ ......... ......._........._-.._̂ ................. .......... ...................-...................... .......... 

bop it%appenul., Nlmc my,obJecU 0rarb.tZnc;r involved and tell huw l k y  were hv0l.d: Givt 
.................................................... 

. . . .  detaiLonrI1facton . 
. . .  

, .  
. .  .<.- 4: 

. -.+ _...____._._ . .._. ~ ...__..___..,.................................-.-.-..-..̂ _.......... ......................_.._..-........-........ ........... ......_........ ............... -... ...................... 
U a  k p n t e  .beet €or a d d i t i d  spree) - - which kd 0i canulbutcd to the acddar . .  

. .  INJURY OR OCCUPAT1ON);L DISEASE . .  

2: I?&& the injury o i d k a =  in detail and indicate the part of body affected ....J............................. ~:.... 
.: . .  :' . . . . . .  .. -. . . . .  . (ex.: v n ~ ~ t a t i c a  d &ht ind 

................... . -  ..._-..._.____..__ .,; ....._._...._.-_..._............._........-.................................................................... - .......-........-..........._..__.......................-.. 
iecand jolnt: lnculrr d rib: )ad poironinn: dermrtitt  d kft hand. ctc)  

. .  
. .  ~ .- . . .  

3:'"A the obj& or substance which directly i n j d ' t h e  &n?loyte. (For example. the  machine or thing he struckagainst or which 
struck him: the  vapor or po;bn he inhaled or swallowed; the 
hernias, e t c ,  the thiig he was rifting, p u l h g ,  pushing, e t c )  .... ... 

. .  . .  ....__.. .................................................._.._. ..... ......-.._..._................................._.. ..................................-.................. i ................ ... . . . .  >;'. . .  . . . .  . .  - . -  . _  . . *.._ . - i 

_._. .... ...._.......... ............................... ........._ ..........-...... f... ................................. .__-.. ......................................................... -1. .. .. - ._ 
14. Date d injury or occupatio& di&:.YZ.z?../?:8 25. Hour of day. t :  ...,... a-r?. 26. Was'emplo& paid &full for this day? . ,  . . . . . . . .  te) - . e .  

. . .  .LJ- ......... i... .̂..._. :.... ........... . . . . . .  .. 

17. .n: mployee unable to work because of the  injury or discax on any day after the day of injury (including Sunday or any other day 
I .. 

on which he would not usually work)? ..... ,$-.5..... ....... 2g. I f  yes, give date  hst worked: Date: .... 3.zxZ.J ........................... 
!9. Has employee returned to work?..h; .. 30. If ye. gix-e'darc: ................. 31. .9t whxt wage? 'f ........ ...__p er hour; or S ................ . -  

.. ................... per day; or S per week. I_ 

32-. Did employee die? Yes ............ No ........... J 3.3. I f  YK. give &re of d h  th..... __. ._, and mnie and 3ddress of nearest relative 
- 

(Check One) . 
... ................................................................................................................................... .................................................... 

. .% . .  .._....._. . . .  
34.. Name and address of physician. .... f lAdEze2 ... &ye... ~89.&7!.5.~...:.&'$~, ...... 2. .q1! . f i ' f2$JRd .... 4.d.c.. -... 

.address d hospital .................................................. 
..... ............. : ................ ............................................ 

. . . . . . .  

.- - --__ - 
DO N O T  WRITE 

IN THIS COLUMN 

Fik Na 
-----. 

- 
lndunry 

Ace 

Months 00 Jub 

WCJrl J Wyr 

--- 
Nature d Injury _. 

Pan d Bcdy 

A & b t  Tipe 

Soorrc d Injury 

Ezlcnt d Diability 

Dieability Date 

. R ~ P X ~  mtt 



I 

TMU ODLWN 7353 h'alton Nicholson Rd 
4 .  CITY muurr S l A T f  ZIP 

Owen County R.E.C.C. 
3. 11 INDIVIDUAL 0 PARTYERWI?.  N A U t  0: BVSlNLSS 

t r p m .  4. 

u. 1. ha. 
1. 0. NUUBER 502-484-3471 . 

electric d i s t r i b u t i o n  

5 UANWG uxmrss 

510 Georgetown Road 

Owenton, Kentucky 40359 
.l. CITY CDWTY STATE 2* 

I 
I 
SI DATE os 7 ~ 1 s  n twni  49. RCrOR7 PRCPAREO BY fJc*- 5) so T I T L E  

h a .  01  %an 
Donna' bkDonal d Insurance  Admr. 1 O /  19/78 



FORM S.F. 1 IREVISED JULY. 1 BBOl 
KENTUCKY DEPARlMENT OF U B D R  
WORKERS' COM4NSATION BOARD 
FRANKFORT.KLHTUC~Y40601 

TO SUBMIT THIS ORIGINAL REPORT WITHIN ONE WEEK OF KNOWLEDGE OF INJURY 

OWESTION SHALL BE ANSWERED COMPLETELY ACCURATELY AND LEG IBLY IM. 
PROPERLY PREPAREO REPORTS WILL BE REFU'SED AND RETURNED PLEASE 'USE 

TO THE W O R U E R S  COMPENSATION BOARD. TO COMPLY W I T H  THIS L A W  E A C H  

TYPEWRITER O R  PRINT IN INK. COMPLETE A L L  QUC.STIONSI 

EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS A N D  

A N D  H E A L T H  ACT 
S U P P L E M E N T A R Y  R E C O R D  U N D E R  T H E  O C C U P A T I O N A L  SAFETY 

I 

OSHA G r e  or Fila Number llrom your OSHA F o m  ILW) 

This ( o m  fulfill8 rhc rrOuiremonn lor OSHA Form I O f  

- 

C 

t 
0 -t 
0 

W 

2 

- 

IF THIS CASE WAS OSHA RECORDABLE. INDICATE REASON 
FOR RECORDING A N D  G I V E  OSHA CASE OR F I L E  NUhC3ER. 

w 1 
-4 

Independence , Kenton , KY 4 105 1 Emo1oy.r N ~ .  

5. MAILING ADORE'S 6. A R E A  COOE TELE- 
INSURANCE 

U.I. N O .  

_ _  510 Georgetown Road 502-484-3471 
lnounry 9. N A T U R E  O F  BUSINESS (e.0.. Cree rrimmino!boor m1o.l ZIP COUNTY STATE 8. CITY 

Owenton, Owen, KY 40359 E l e c t r i c  D i s t r i b u t i o n  
10. W O R K E R S  COMPENSATION INSURANCE CARRIER POLICY NUMBER 11. SPECIFIC PRODUCT OR SERVICE COMPRISING MAJOR. SOL Su. N o .  

I T Y  SALES fc.0. ski  bo011) %C-L-11-22-34-00 E5. e c t r 1 c i t y  
( IF  SELF-INSURED. CHECK HERE 

12. EMPLOYEE'S N A M E  FIRST MIDDLE L A S T  1 3 ~  Apc 

S O X  
(HoMEb 0 6 - 4  8 5 -  7 6 2 1) 4 0 3 - 5 6 -  3 3 9 5 ARGUST N E L S O N  POPHAM 

5 - 
IS. EMPLOYEES HOME ADDRESS 16. S INGLE M A L E  17. D A T E  OF B I R T H  

MARRIED g FEMALEU M.rit.1 St.ivs 

ZIP Occuoa~ion 

CITY 2 1  B e n Q w e r  Aveq+w, 
. W a l t o n ,  Boone ,  K e n t u c k y  41094 M a i n t e n a n c e  

21. DEPARTMENT WHERE WORUING W H E N  INJURY O R  Olp.nmm7 
-- 

'0. R E G U L A R  OCCUPATION (JOB T I T L E )  

OCCURRED 

EMPLOYER NUMBER 

61-0299615 Owen County R.E.C.C. 

ZIP S T A T E  3. I F  I N D I V I D U A L  OR PARTNERSHIP. N A M E  OF BUSINESS I 4. CITY COUNTY 

2. STREET OR R O A D  LOCATION A T  WHICH EMPLOYEE 
WORUED 

Do NOT IN 

THIS C O L U M N  7353 k'alton-Nicholson Road 

F i r s t  a i d - k i t  e v e  o i n t m e n t  h v  p Injury Oaic 
O V P P  

43. D A T E  STOPPED WORK BE- 44. D A T E  RETURNED TO WORK 45. NUMB- 
WORU D A Y S  L O S T T O  D A T E  

46. WAS EMPLOYEE P A I D  FOR 
F U L L  D A Y  ON D A T E  OF 
INJURY? 

n / a  n / a  Y E S 9  N O b  

lnjurv Hour 
CAUSE OF T H E  INJURY OR 
ILLNESS' / a 

0.1. 01 D i u o i l i i y  4. O A T E  O F  D E A T H  47. I F  DEATH.  G I V E  NAME A N 0  ADDRESS O F  NEXT O F  UIN 

n / a  

7- i 4 -  "/ 

51. O A T E  O F  THIS 

REPORT 0.10 of R-n 

I n / a  
1 

Cl, "--.-.. 



SE w 

Argust  Ne1 son Popham 
15. fUPLOYEE% HOME ADDRESS 

9540 Lower River Road 
COUNTY STATE Zl? 18. CITY 

S OSHA RECORDABLE. INDICATE REASON 
FOR RECORDING AND GIVE OSHA CASE OR F ILE  NUMBER. 

606-586-6864 403-56-3395 a* 
(HOME1 

16, SINGLE 0 M A L E  Lx) 
L I A R R I E D  F E M A L E 0  

19. DECARTMENT IN' 

MOritJl f t n a  2-1-40 _ -  

STATE 3. I F  I N O I V I D U A L  OR P A R T N t R S M l P .  NAME OF IUSINESS: 4. CITY couury 

51. D A T E  OF THIS 

REPORT Oat. of R.oon 

9. REPORT ?REPARED 6 Y  

Donna McDonald Exec. Sec/Claims - -  
EVERY OUESTION MVSTBE ANSW€RED AND FORM SIGNED "Popham was scheduled. 



FORM S.F. 1 IREVISED JULY. 19801 
nENTUCUY OEPARTMENT OF LABOR 
WORKERS’ COMPENSATION BOARD 
FRkNhFORT. UENTUCKY 40601 

EMPLOYER’S  F I R S T  R E P O R T  OF I N J U R Y  OR I L L N E S S  A N D  

S U P P L E M E N T A R Y  RECORD U N D E R  T H E  O C C U P A T I O N A L  S A F E T Y  

A N D  H E A L T H  A C T  

IF THIS CASE WAS OSHA RECORDABLE. INDICATE REASON 
FOR RECORDING A N 0  GIVE OSHA CASE OR F (LE NUMBER. 

Tbis form Lf l i l l s  Ibe rrouircmcnrr lor OSHA Form I 0 1  

URS a42990 AUTHORIZES A FINE F O R  EMPLOVER‘S REFUSAL OR WILLFUL NEGLECT 
TO SUBMIT T H I S  ORIGINAL REPOAT WITHIN ONE WEEU OF KNOWLEDGE OF I N J U R Y  
TO THE WORUERS COM.PENSATION BOARD. TO COMPLY WITH THIS LAW. EACH 
OWESTION S H A L L  BE ANSWERED COMPLETELY. ACCURATELY AND LEGIBLY. IM. 
PROPERLY PREPARE0 REPORTS WILL BE REFUSE0 4 N O  RETURNEO PLEASE USE I 
TYPEWRITER OR PRINT IN INK. COMPL€TE A L L  DuESTIONSI 

l -  l -  

1. EMPLOYER’S NAME EMPLOYER NUMBER 

OWEN ELECTRIC COOPERATIVE 61-0299615 
3. IF I N O l V l O U A L  O R  PARTNERSHIP. NAME OF BUSINESS 

5. M A I L I N G  AOORESS 

510 South Main S t r e e t  
e. CITY COUNTY STATE ZIP 

Owenton Owen KY 40359 
10. W O R U E R s  COMPENSATION INSURANCE CARRIER POLICY NUM~ER 

16 WC 005 
( IF SELF.INSURE0. CHECU HERE D 

12. EMPLOYEE‘S NAME FIRST MIDDLE LAST 

Nelson Popham 
15. EMPLOYEES HOME AOORESS 

9540 Lower a v e r  Rd 
18. CITY COUNTY STATE Z IP  

Burlington BOone, KY 41005 
20. REGULAR OCCUPATION (JOB TITLE] 

Serviceman 
22. HOW LONG EMPLOYE0 BY YOU7 1 23. HOW LONG IN PRESENT JOB? 

I 
2. STREET OR ROAO LOCATION AT WHICH EMPLOYEE 

WORUEO 

510 South Main S t r e e t  
6 .  CITY COUNTY STATE ZIP 

Owenton Owen KY 40359 
6. AREA COO€ TELEPHONE 7. UNEMPLOYMENT 

INSURANCE 

502-484-3471 1.0. QJ . 2 3 21-6 
9. NATURE OF BUSINESS IC.9.. t r N  lrimmiw boo1 mfg.) 

Electr ic  Di s t r ibu t ion  
~- 

11. SPECIFIC PRODUCT O R  SERVICE COMPRISING MAJOR. 
I T Y  OF SALES (e.o.. s k i  bootr) 

Electricity 
- 

13. AREA CODE TELEPHONE I 14. SOCIAL SECURITY NO 

19.  OEPARTMENT IN WHICH REGULARLY EMPLOYEO 

Maintenance 

Same 
21.. DEPARTMENT WHERE WORKING WHEN INJURY O R  

OCCURREO 

25 yrs.  15 years  
24. NUMBER OF HOURS WORK 

€0 WORKED 
PERDAY 8 PERWK. 40 

26. EMPLOYEES WAGE RATE S 18.28R. 27. COMMISSION OR PIECE WORK EAANlNCS 28. WEEKLY DOLLAR VALUE OF PAY IN 
UINO 

.or s /DAY. w t mc .S n/a IN HRS. IN 6 ~ 3  12 k. (LooCiNG,  FOOD. ETC) s n/a 

8/5/94 
(Pleeu comptew beck of lorn\) 

29. NO. OF DEPENDENTS 1 30. PLACE OF Amow OR UsQSuRE (-TON. WXLOINC CoUvM 31. DATE EMPLOYER NOTI- 
F I E 0  Daniels Lane, Beech Grove Rd, Boone Co 

12. ON EMPLOYER’S PREMISES? XI. DATE OF OCCURRENCE =. TIME O F  DAY 35.Tr4E w0RK-Y - * w y  

No 4r 8/5/94 5:OO AM 8m IP.M.1 ’ O 4 : 3 0  PHMJ 
36. HOW 010 THE ACCIOENT OR EXPOSURE OCCUR? IBlpin by telling 4 . 1  the C ~ D ~ O Y -  . r ~  doing jun before rhc accident or C L D O I U ~ ~  Be -i, 

(A.M-) (A.M.) 
E-FROM YES 0 

tic. I f  .molovc. rm uring tooh or a ~ u b n m c .  or h.M(ing meterial. neme tha and id1 rrh.1 . m p b y o c  wm doing wim -.I 

Climbing Pole - Kicked o u t  - s l i d  and f e l l  down po le  
37. (Nm dcur(k fully the rrrnu ..(rich -h.d In ani- or I l l r u p  Tdl and how It hopond. Sort fy  horr o b j r o  or wb.uncn 

inrolvd. C k  full dcuik of dl (Won 4- k d  or sontrlbuted ta ch. rcidmr or expowre.) 

Climbing Hooks caught i n  ground w i r e  on pole 
38. W H A T  THING DIRECTLY PRODUCE0 THIS INJURY OR ILLNESS? (Nanu o b i m  n N c k  apimr or struck by - poolsan ’ I Q 

If “n or hnni.. tha minO brlnp I l t n d .  wllrd. wshed. etc. I f  Iniuw nwkd rol.1~ 1.- bodily m o t h .  * s&chinq’n*inl&%ish -1t.d it 

hturY.1 Hooks catchinq i n  ground w i r e  . . .F 

W. DESCRIBE THE INJURY OR ILLNESS IN D E T A I L  AN0 INDICATE T H E  PART OF BODY AFFECTED. (-9.. .mpuUdon of right indar C-at 
.cod @Int (rmura of 2 riba. I d  Poisoning. d*rmatitir of lee tund. rtc.1 

FATAL? 
r € s ! 3  N O Q  Arms skinned, knee, ankle and back s o r e  

41. N A M E  A N 0  AOORESS OF HOSPITAL 40. N A M E  A N D  AOORESS OF TREATING PHYSICIAN 

Already .had appt. scheduled f o r  something d s e - w i l l  g e t  checked o ~ T I E N T . .  0 
Burlinqton Med. C t r ,  Burlinqton KY OUT P A T I E N T O  

42. M E D I C A L  TREATMENT GIVEN (OESCRIBEI I F  RESTAlCTIONS OF OUTY 0-R PERMANENT TRANSFER TO ANOTHER Joe, CHECK 0 

43. D A T E  STOPPEO WORK BE- 44.OATE RETURNEO TO WORK 45. NUMBER O F  SCHEDULE0 46. WAS EMPLOYEE PA10 FOR 
F U L L  D A Y  ON OAT€ O F  
INJURY? 

YES$ N O 0  

WORU D A Y S  LOST TO D A T E  CAUSE O F  THIS INJ R Y  O R  

ILLNESS nYa n/a n/a 
48. OAT€ OF DEATH 47. I F  DEATH. GIVE NAME A N 0  AOORESS OF NEXT OF KIN 

n/a n n /a 
49. R E P O R T  PREPARED 51. DATE OF Tnls 

REPORT 

5 M Donald 8 5 94 

00 NOT WRITE IN 

THIS COLUMN 

File No. . 

~~ 

U.I. No, 

3oc SCC. No. 

S U  

Marital Status 

Oscurwtmn 

Months On Job 

Shih 

weekly W.P. 

of Injury 

Body Pan  

A&u%t TYW 

Omto Return- 

Timo Prnsnr Job 

Ext.nl of Dirrbilily 

Lon Workaaw 

Injury Oars 

Injury nwr 

0.1. of O i u b l l i l y  

0.1. of Reoom 

E V E ~ ~ Y  OUESTION MUSTBE AtvswEaEo ANO FORM SIGNED 



. 1 (REV. MAY. 19941 
iPLOY ER'S FIRST REPORT 
. INJURY OR ILLNESS AND 
PPLEMENTARY RECORD UNDER 
E OCCUPATIONAL SAFETY 
:D HEALTH A C T  

DEPARTMENT OF WORKERS' CLAIMS 
1270 Louisville Road 

Perimeter Park West, Building C 

FrankfoR' Kentucky 40601 IF THIS CASE WAS OSHA RECORDABLE, INDlCkTE R-ON 
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER. 

1. EMPLOYER'S NAME EMPLOYER NUMBER 

Owen Electric Cooperative 61-0299615 
3. IF INDIVIDUAL OR PARTNERSHIP. NAME OF BUSINESS 

5. MkIUNCi ADORESS 

510 South Main Street 
8. C I N  C W N l Y  STATE ZIP 

40359 Owenton Owen KY 
10. WORKEFIS'S COMPENSATION INSU NCE CARRIER POLICY NUMBER 

OF SELF-INSURED. CHECK HERE Q? 

12 EMPLOYEES NAME FIRST MIDDLE u\sT 

Argust Nelson Popham 
'15. EMPLOYEE3 HOME ADDRESS 

9540 Lower River Road 

Burlington Ky 41005 

Serviceman 

re. CITY STATE ZIP 

20. REGULAR occuPAnoN UOB nnEi 

2 2  HOW LONG EMPLOYED BY YOU? I 23. HOW LONG IN  PRESENT JOB? 

1 26 years 15 years 

RS 3 4 2 9 9 0  AUTHORIZES A FINE FOR E M P ~ ~ Y E R S  FAILURE TO SUBMIT THIS ORIGINAL REPORT 
.!lTHtN ONE MEK OF KNOWLEDGE OF INJURY TO THE DEPARTMEKT OF WORKERS' CIAIMS WITH 
C O W  TO YOUR INSURANCE CARRIER OR OTHER BEHEFIT PnYoR TO COMPLY WITH THlS IAW. EACH 
UESTlON SHALL BE ANSWERED COMPLETELY. ACCURATELY AND LEGIBLY. IMPROPERLY PREPARE0 
EPORTS WILL BE REFUSED AND RETURNED. P L W E  USE TYPEWRITER OR PRINT IN INK. COMPLETE 
LL ousnom 

I 
2 STREET OR ROAD LOCATIW AT WHICH EMPLOYEE NOT 

WORKED 
510 South Main Street THIS COLUMN 

File Na 
4. CITY C O U N N  SviTE ZIP 

Owenton Owen KY Employer Na  
6. AREA CODE TELEPHONE 7. UNEMPLOYMENT 

INSURANCE 

502-484-3471 ID. NQO12321-6 UJ. Na 
9. NATURE OF BUSINESS k ~ .  tree trimming. boot mIg.1 

Industry 
Electric Distribution 

11. S P M M  PROOUCT OR SERVICE COMPRISING.WDRIM Soc Sec No. 
OF SALES (eo- ski boorrl Electriciry 
13. AREA CODE TELEPHONE 14. SOCIAL S K U R I N  NO. Age 

403-56-3395 Sex 606-586-6864 , 

(HOME1 

- 
16. SINGLE D MALE X.3 

MARRIED 9 FEMALE 0 
2-1-40 Marital Status 

19. DEPARTMEKT IN WMCH REGULARLY EMPLOYED 
Occupation 

Department 

Maint/ Service 

Same 
21. DEPARTMEKT WHERE WORKING WHEN INJURY 

OCCURRED 

,. MonthsonJob 125. NUMBER OF DAYS 24. NUMBER Of H W R S  
WORKED WOAKfD 

5 Shitt PEADAY 8 PERWK. 40 P E R M .  

I Days off 
Reason for recording l eg .  "loss of consciousness".) 

0 2 / 9 5  
OSHA Case or File Number (from p u r  OSHA Form 2001 

26. EMPLOYEES WAGE RATE t 18. g2 /@ 27. COMMISSION OR P I K E  WORK EARNINGS 28. WEEKLY O U R  VALUE OF R9Y IN KIND 

a S  IDAY. or s IWK. I PIa IN HRS. IN PAST 12 MQ MDCINC. FOOD. -1s n/a 
29. NO. OF DEPWOENTS 1 30. PLACE OF ACaDENT OR EXI'OSURE IUxt.TION. INCLUDING COUNTY1 31. DATE EMPLOYER NaTIHB) . R u s e  fomp(cte back of fml East Bend Road, Burlington, Boone Co, 4-8-95 

33. DATE OF OCCLlfENCE 34. nME OF DAY 35. l l M E  WORKDAY BEGAN AND WOUCD N O A W  
KhLI K W  

YES n NO LX 4-8-95 2 :30  PM ENDFROM 8AM ( ~ . ~ . 1 4 : 3 0  P W  

3 2  ON EMlVWERS PREMISES? 

36. HOW DID THE ACaDENT OR EiPOSURE OCCUR? Wi lylding rrha the arplepe -doing jusx bdm the .cddem or v? & n 
' 

was usha rOotr acquivmmLahadlinp mat tMl~methunand toll d n t  smolorse was doinn with them.1 

Weekly Wage 

Coumy of Injury ' 

Natvre of 'Injury 

Repairing service, 
37. (Now desuibe fully the enno rrhich nrdrcd in injury or illness. kB whm happemd and horv it happenad. Specify how ot+as or rubnsnoer - invdved. 

G i n  fd detailr of all tenors *vhich bd Q n n t n i e d  KO rhc aeeidcnt or uporurcl 

Climbed into bed of truck for material, stepped down off tailgate 
onto right foot 

Weight on rigft foot 
38. WHAT THING DlRECnY PROWCEO THIS INJURY OR ILLNESS? ( N a m w  

hemia. the thiy b e i i  Wtod. o"'+ shed. etc I f  injury rewhcd solely from bodily motion, rhe  metchirq. t- etc *rhich rerutted in *.I 

39. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. leg. amwarion ol rim1 mdei finger at ObMd  pin^ lracrun 
of 2 r h .  ked ooiwning. dermatitis of kh h a d  etcl 

- I"-". 
Source of Injury 

Date Rerum& 

injured tendon - right foot 
Dr. Elizabeth Woolford 

FATAL? YESO N W  
40. NAME AND ADDRESS OF TREATlffi PHYSICIAN 1 

INPATIENT 0 1983 Florence Pk, Burlington KY 41009 
O U T W ~ E K T  n 

4 2  MEDICAL TREATMENT GIVEN (DESCRIBE] IF RESTRICTIONS OF DUTY E PERMANENT TRANSFER TO ANOTHER JOB. CHECK 0 

TimePresentJob 

- Extent of Disability 

Lost Workdays 
ex-ray; wrapped foot; medication for pain 

43. DATE STOPPED WORK BECAUSE 44. DATE RETURNED TO WORK 3 46. WAS EMPLOYEE PAID FOR 
OF THIS INJURY OR 
ILLNESS 4-11-95 INJURY? WORK DAYS LOST TO DATE FULL DAY ON DATE OF 

Y E S 2  N O 0  

48. DATE OF DEATH 
2 has not 

4 7 .  IF DEATH. GIVE NAME AND fiDDRESS Of NEXT OF KIN 

n/a I n/a 6 A 

49. REPORT PREPARED ev 

4-12-95 Daw 01 R C P Q ~  
- 

Donna FIcDonald 

Injury Date 

. Injury Hour 

- 

Date of D isab i l i t y  
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I I 

N 
N 

I 'EPHENSON RICKEY L MBRSEP 34943-01 CYC 99 RATE 1 TAX CD 
:LLY BELINDA J SS NO 4 c J S - 8 2 - 1 9 1 2  TDC 6 1  CLASS 3 0  ASST 

DST OWEN PRI BUD 

.LTON K Y  TEL 6 0 6 4 8 5 7 8 2 7  COU 6 NEWS y AMT 
B PHONE CTY PEN N DTE 

MAIL y MIN 

~ 0 4  STEPHENSON MILL F.D S.SS NO 

4 1 0 9 4 - 9 5 7 5  DRV LIC BCD 4 CUT N svc 
INPUBLISHED PHONE S BUS NO NEB 

DATE 

IT 

F E E S  - DEPOSITS I CHARGES 
1 . 'ST cu c*rur.r W l l  A C D L I  I'D 

C 
L MlSC 

P OT t i  
H 

3i :JU I C :  R E I D  DEUAND io00 wn VQ. !S L V b  Vli ' i f  W.U! 

L 

@ J d  75- 
3 1 > L  I L * U  3 u . u  3 1 

M F G :  5 PH: 1 

LOCATION DATA 

C 6 1 3 6 2 0 7 3 2 9 3  CYC 2 9 8  su 0 4 UG STEFHENSQN R I C K E Y  L . 
C.DTE 1 2 / 1 3 / 9 1  CIR t l  HC 

BKR AC ' 

HP sw 

0 3 0 8 0 0 0 0 2 7 5 0 0  
c 1 3 0 4  STEPHENSON M I L L  Si! 

3 R LANE WHITE TRAILER PIP 

D.DTE 0 8 / 2 5 / 9 4  
c SO R E F  
t PHA 1 M H  1 

CONSUME9 acbuni I T L~~~ I I 

LS 6 0 1 8  TEN A 6 1 3 6 2 0 7 4 2 6 3  
P ~ ~ I I ~ I T ~  I I E U T  DATA 

LOCATION 

NO h W U  AMOUNT NO %wn AVOVt .7  G'IE 17 RATE 1 v  

7 1  1 1 1 1 1  1 
21 

3) 

I . 4 )  I 

. .  
/ DATE WORKED - PROCESSED BY 

"IED-SERVICEMAN 

~ V SERVICE ROUTING Conslruci ion 
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Attachment C 

Photographs 

Accident Investigation Rcport 
Owen Elenric Cooperative 
Mr. Arm Nelson Popham 
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